[May 17, 1946] Full-term Abdominal Pregnancy.-MIARY KATHLEEN LAWNLOR, F.R.C.S.Ed.
Fuill-term abdominal pregnancy, occturring in a healthy youing primipara, with no history of tubal rupture or vaginal losses durinig pregnancy, is suggestive of a primary abdominal cyesis.
The mother, aged 26, attended the ante-natal department for the first time in November 1945 at 38 weeks' maturity with a letter from her doctor stating that the foetus vas lying transverselv and that he had made two unsuccessful attempts to perform a version. The pregnancv had been complicated bv attacks of diarrhoea and vomiting which had always been diagnosed as enteritis.
On examination, it was not difficult to decide that the foetus lying transversely in the upper abdomen was extra-uterine. There was a rounded sub-umbilical swelling which was diagnosed as the placenta and, on vaginal examination, a normal non-pregnant uterus was found lying posteriorlv to the placental mass.
Abdominal section confirmed the diagnosis.. A perfectly healthy female infant weighing 7 11). 6 oz. wvas extracted through a rent in the mesenterv. It vas lying free in the peritoneal cavity with no liquor amnii. The placenta presented as a highly vascular globular swelling attached to the anterior abdominal wall and the pelvic organs, the viewv of which it entirely obscured. The umbilical cord was traced to the left-hand corner of the placenta where the foetal membranes were also attached.
Every effort was made to avoid separating the placenta, the vessels of which were of an alarming size, and the abdomen wvas closed without drainage.
The pLuerperium vas Uneventful. The wound healed by first intention. Efforts to establish lactation were uinsuLccessftul and there was no vaginal loss of anv kind until the 5th week of the puerperium when an apparentlv normal period occurred, but was unuIsual in that it persisted for fiv,e weeks. Since then normal monthlv periods have taken place, bUt the 4th and 5th have beein a little heavier than usual.
Attacks of diarrh(wa and vomiting continued to occur from time to time over 4 months and the patient's general condition was not satisfactory, although the onlv complaint was tiredness and the only sign the persistent swelling of the placenta left in situ. This swvelling did not showv any attempt to decreare in size until the 5th month. There were no signs of calcification oi inflammation. The patient began to feel stronger and healthier with the decrease in size of the placenta, which is to-dav, Mlav I17, 1946, a tenselv, non-tender, cystic swelling about the size of a 14 weeks' cyesis which will presumably disappear bv a process of necrosis, liquefaction and absorption.
The baby which is nov 6 months o0l( is thriving satisfactorily and is an exceptionally bright and(I attractive chil(l.
An unmarried woman, aged 31, complained of pain "all over" the lower abdomen, which she had had with increasing severitv for the previous two years.
Nothing relevant in her past history. Menstrual history normal, being a 5 dav loss in a 28 daN cycle, but she stated that she had always had a heavv flow and dvsmenorrhcea, and the pain was worse at the time of the menstrual period. The menstrual flow, however, had been no heavier than usual in spite of the extra pain. At the menstrual period, too, her motions were loose and accompanied sometimes by slight bleeding per rectum. She had no other symptoms and was able to work as a V.A.D. nurse.
Oii exanli.u(itiooi.-Healthlv-lookiing woman with no clinical anxmia; ab-ornnen tender in both lower quadrants, more marked in the left. No mass was palpable. Pelvic examination revealed a normal uiteruLs but with slightlv restricted mobilitv, due to pain. A tender, hard, fixed, irregular mass was palpable in the left side of the pouch of Douglas, apparentlv adherent to the rectum. The right fornix was clear, the lower genital tract showed no abnormality. All other svstems were normal.
Diagnosis.-Pelvic endometriosis with a second differential diagnosis of carcinoma of the ovarv.
Operation.-At operation several small scattered endometrial nodules were found on the floor of the pouch of Douglas, and the mass was seen to consist of contracted mesocolon, containing endometrial deposits together with a stricture of the bowel at the pelvi-rectal junction. The appearance of the bowel lesion itself suggested a ring carcinoma, but the presence of endometrial deposits in the mesocolon and pelvic peritoneum, together with the complete absence of secondary deposits in the liver or the abdominal cavity, failed to support this diagnosis. The affected area of colon was mobilized and a Paul-Mikulicz resection was carried out in two stages.
Recovery was uneventful; six months later patient was in very good health and back at her job.
Histological examination.-Typical endometrial tissue was found in the muscular wall of the colon.
Comment.-Endometriosis may occur without involvement of the genitalia, so that treatment of this condition may be by the gynaecological surgeon or the general surgeon. Endometriosis of the colon may be either part of a co-existing pelvic endometriosis or. more rarely, it may be the primary site of the disease. In the first type it is usually a part of the mass of adhesions which is so conspicuous a feature of this lesion, but the wall of the colon may be invaded by ectopic endometrial tissue. The second type of case is less common and the lesion may be a constrictive one, such as the one described, or may be -a localized endometrioma. two cases of this latter type being recently described, by Mr. Douglas MoLeod in his Hunterian Lectures before the Royal College of Surgeons. In either type the important differential diagnosis is from the carcinoma of the bowel, and this may not be made until the abdomen is opened. If a localized tumour is found it may be removed, leaving the bowel lumen intact but if, as was found in this case, a constrictive lesion is present (and the patient is a young woman) resection must be undertaken, with a prognosis, of course, very different from that of a similar case in which the lesion is malignant. Xanthofibroma Thecocellulare, which became the Site of a Secondary Operation on 1.1.46 revealed bilateral ovarian tumours, measuring about 2 in. diameter with papilliferous growths on their surface. Small papilliferous growths had also invaded pelvic peritoneum. Total hysterectomy and bilateral salpingo-oophorectomy was performed and as much pelvic peritoneum as possible was removed.
Recovery was uneventful. A course of deep X-ray therapy was given about six weeks later.
Follow-up: Last seen on 1.5.46 when the ascites had recurred and in her abdomen a hard mass could be felt rising out of the pelvis.
Specimen consisted of a uterus removed by total hysterectomy together with both appendages. The uterus was of normal size and was lined by a thickened endometrium. A section showed -the presence of a number of cystic glands and a dense stroma infiltrated with lymphocytes (metropathia hwemorrhagica) ( fig. 1) . The left ovarian tumour measured about 2i in. by 14 in. and consisted, for the most part, of two cysts. One cyst measured 1X in. in diameter and contained blood-stained fluid; there was a fine papilliferous lining. The other cyst was smaller and was not opened. The surface of the tumour was studded with rather larger papilliferous nodules. Section of the growth showed it to be a papilliferous adeno-carcinoma (fig. 2) . The right ovary was replaced by a solid yellowish-white tumour measuring about 24 in. by 2 in. There was a small cyst at the base of the growth. The surface was also studded with small nodules.
A section ishowed it to have a stroma analogous to that of a fibroma. It harboured numerous cavities, most of them narrow and elongated and a few short cystic ones. They were lined by a malignant epithelium similar to that seen in the other ovaTian tumour (fig. 3 ). Another section of the growth was stained with Sharlach red. It showed the presence of fat in degenerated cells floating in the lumen of cystic cavities, and also in the stroma cells ( fig. 4) . The tumour was therefore a xanthofibroma thecocellulare.
